A 40-year-old man was admitted to our hospital with chest discomfort suggesting stable angina pectoris. He had no risk factors for atherosclerosis. He had a two month history of chest pain, which was sometimes precipitated by effort. Physical examination was entirely normal. On admission, his resting ECG and cardiac enzyme levels were normal. Chest X-ray and transthoracic echocardiography were within normal limits. Treadmill exercise electrocardiogram showed a 1 mm ST segment depression in the inferior-posterior leads. Coronary angiography was 366 performed. Selective injection of the left coronary system showed contrast material into the normal left coronary which filled the left circumflex artery (LCx) in the usual anterograde fashion and resulted in rapid visualization of the distal right coronary artery (RCA) (Fig.  A, Video 1*) . There was no observable lesion on the left anterior descending (LAD) and left circumflex artery. However, with the selective injection of the right coronary system, the RCA, LCx and proximal and mid portion of the LAD were simultaneously visualized (bidirectional intercoronary communication) (Fig 
